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Introduction into Autism
Autism is a behaviorally defined neurobiological disorder. It is characterized by
impairments in social communication, interaction, imagination, with a restricted range of
interests and often stereotyped repetitive behaviors and mannerisms. Autism can be
characterized by mild to severe intellectual disability. Furthermore, autism is often
characterized by sensory hyposensitivities or hypersensitivities to environmental stimuli. This
disorder is developmental and changes over time. A reliable diagnosis can be made between 2
and 3 years of age (Baird, et al., 2003). Symptoms vary between individuals diagnosed with
autism, and the main impairments can vary greatly from person to person (Wing, 1988).
While there is no exact biological test for autism, there is considerable research into a
finding a genetic factor to the disorder. The rate of concordance amongst monozygotic twins is
around 60 percent, with a much lower rate for dizygotic twins (Rutter, et al., 1999). The
prevalence of autism has been increasing within the past few years. A study done by Fombonne
(2003) identified 3 factors for this increase: a change in the concept of autism as a spectrum
disorder rather than a categorical condition, changes in diagnostic methods, and the inclusion
of children with attention deficit hyperactivity disorder, Tourettes, or tuberous sclerosis as also
having autistic spectrum disorder. The prevalence of autism is approximately five to six per one
thousand in younger children.
Identifying autism can be reliably made around age 2 and 3 years, but a study by Howlin
(1997) found that most parents could identify the condition by 18 months. Another study found
that some parents were able to visibly see signs of autism as early as their children’s first
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birthday (Osterling, 1994). Higher functioning children with autism usually do not show any
behaviors until introduced into a school environment around four or five years of age (Le
Couteur, et al., 2003). Autism is a life-long disorder, and the impairments caused by the
disorder, especially verbal IQ , predict the subject’s ability to live independently in the future
(Howlin, 2000).
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Asperger Syndrome: A Brief History
Asperger Syndrome is a chronic neurodevelopmental disorder that is characterized by
impairments in social interaction, communication, a restricted range of behaviors or interests,
and AS presents without an intellectual disability. In 1944, an Austrian pediatrician, Hans
Asperger, had written about four boys who had interested him because they had difficulties
relating to their peers. At this same time, another psychiatrist was documenting similar children
and coined the term infantile autism. In 1981, Wing, a child psychiatrist, introduced Asperger’s
Syndrome into the English scientific community. She described 34 cases of people who had a
clinical presentation similar to the children from Asperger’s study in 1944. She proposed certain
modifications to Asperger’s first diagnoses. Asperger stated that the disorder did not present
itself until after 3 years of age, but Wing showed that difficulties could be examined in the first
two years of life (Wing, 1981).
Before being accepted as a disorder in the DSM, Asperger Syndrome was usually
considered a mild form of autism, a manifestation of autism in people with normal intellectual
ability, a higher verbally functioning form of autism, or a “socially motivated” form of autism
(Volkmar, 2008). A major issue facing the diagnoses of Asperger Syndrome is whether or not
the disorder is different than autism and/or pervasive developmental disorders not otherwise
specified. When the disorder was in a clinical trial for the inclusion into the DSM, the
researchers found that AS differed from both of the previously mentioned disorders with an
increased severity of social difficulty (Volkmar, 1994). This study however did not help satisfy
the debate, but offer a change in the criteria for diagnosis. In the DSM it is considered a
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pervasive developmental disorder that differs from autism in terms of intellectual disability, age
of onset and number of communicative impairments that are absent in AS.
One of the biggest issues that the DSM contains for AS is the precedence rule, which
means autism takes priority in the diagnostic hierarchy. Mayes, Calhoun and Crites (2001) argue
that AS becomes a near impossibility to diagnose, and therefore should not even exist. When
the subject’s developmental impairments are vague, the diagnosis is always leaning towards
autism over Asperger Syndrome. Harvey Molly and Latika Vasil (2002) argue that AS is a
neurological difference that has been socially constructed into a disorder. Miller and Ozonoff,
(2008) argue that AS should be seen as having a relationship with autism, and therefore an
examination of external validity is not important. They theorized that AS is nothing more than
high-IQ autism and that separate names for the disorders are not warranted. In AS’s inclusion
into the DSM, they de-emphasized the importance of communication impairment in favor of
the social and behavioral problems. However, Asperger and Wing argued that the
communication impairment is an essential problem characteristic of AS (Volkmar, 2008).
One aspect that remains unclear is the differences between individuals that have AS.
Some argue that the differences are based on the severity of the symptoms (Ring, et al, 2008),
while others argue that the differences are phenotypically based (Ghaziuddin, 2008). For
example, Ghaziuddin would argue that the differences between subjects are based on their
different ritualistic behaviors and/or the features of their communication impairments. Both of
these differences have been reflected in every day clinical practice as well as research studies,
and therefore, the results have failed to reach any concrete conclusions in either direction.
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Bruce Sabian, a write for the Asperger Association of New England wrote “A draft of the
Diagnostic Statistic Manual V (DSM-5), posted in February 2010 on the American Psychiatric
Association’s (APA) DSM-5 web site for public comment, proposes eliminating the diagnosis of
“Asperger’s Disorder,” subsuming it without further identification, along with Autistic Disorder,
Childhood Disintegrative Disorder (CDD), and PDD-NOS, into a broad new diagnosis of “Autism
Spectrum Disorder” (ASD).” (ANNE, 2010). Furthermore, Sabian, believes that this will result in
an under-diagnosis of Asperger Syndrome in the coming years.
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Characteristics
Social Difficulties
Individuals with Asperger Syndrome do not shy away from social situations, like many
people with social difficulties. The individuals tend to socialize with peers in odd and very selfcentered ways that show their lack of understanding of social rules, especially reciprocal
interactions (Bowler, 1992). Gross (1994) found that children with AS are very egocentric and
try to talk about their obsession with a particular topic any time they are able to interject.
These children may persevere on their topic of interest and offer highly detailed, fact based
monologues without being aware of the listener’s interest in their conversation (Myles &
Simpson, 1998). Developmental problems with verbal and non-verbal symbol use may also
cause their failure to maintain positive social interactions (Choi & Nieminen, 2008). From the
view of an outsider, people with AS may seem either awkward, or overly friendly and intrusively
talkative (Wing, 1996). Portway & Johnson (2003), interviewed parents of children with AS and
found a commonality that their children tended to be alone most of the time. The other
children did not invite them over to play, and when they were all together, the other children
would avoid interacting with their children. Carrington & Graham (2001) also found that when
their children were younger, they were excluded from playing with other children. The parents
noted that their children tended to be hyperactive and over-talkative with the other children.
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Suicide
Ghaziuddin (2005) pointed out that suicide attempts are not uncommon in people with
AS. Furthermore, he went on to state that suicidal behavior occurs more commonly in adults
with AS than is generally recognized. The main research focuses on children and adolescents
(Fitzgerald, 2007). For most persons with AS, suicidal thoughts are the strongest during
adolescence and early adult life (Gillberg, 2002). Gillberg also pointed out that exploratory
group therapy lead to attempted suicide for many persons with AS because of their difficulties
with interpersonal interaction.

Differences in Infancy
Interviews with parents discovered that they noticed problems in early infancy, but not
severe enough to indicate that their child was suffering from any developmental disorder.
Parents reported that the children were more serious than the average child, and they did not
smile or coo very often. Furthermore, some parents reported that their children tended to
focus on a particular toy and would not be happy without the toy. Finally, when the child was
distressed, comfort only was obtained when the child was not being given attention from either
parent. In conclusion, many parents did not realize that anything was different about their
child, but using hindsight, began to notice these and other characteristics that made their child
stand out (Portway & Johnson, 2003). Multiple studies found that young children with AS had
unusual play habits that usually were repetitive and lacked in creativity (Carrrington & Graham,
2001; Attwood, 1997; Szatmari, 1991). Simpson and Myles (1998) pointed out that individuals
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with AS may present entirely normal to an external observer, which causes parents to not seek
intervention until the children are older.

Physical Fitness and Physical Activitiy
Children with AS are at similar risk of health problems associated with inactivity, but
they show a significant difference in amount of activity compared to their peers (Pan & Frey,
2006). In Connor’s (2000) study, many children with AS reported that Physical Education classes
were of interest for them. This contradicts the statements made earlier by the children that
classes without an intellectual purpose are pointless and demanding. Furthermore, PE was the
number one most common ‘difficult’ subject for all of the children. However, this data was hard
to analyze because of the wide range of varying answers. Borremans, Rintala and McCubbin
(2010) found that children with AS were less physically active than the ‘normal’ children in the
control group. Furthermore, children with AS scored lower on measures of balance,
coordination, flexibility, muscular strength, and running speed.

Comorbid Disorders
Recent studies have shown that pervasive developmental disorders, like AS, do not have
precise boundaries and there are also a number of overlapping disorders and behavioral
symptoms that are not covered by a PDD diagnosis (Gadow et al. 2004; Ghaziuddin et al. 1998).
Gillott, Furniss, and Walter (2001) found that children with high functioning pervasive
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developmental disorder (AS) are at a high risk for suffering from a comorbid anxiety disorder.
Furthermore, Tourette’s Syndrome, motor and vocal tics are also considered to be overlapping
diagnoses with AS (Ringman & Jankovic, 2000). In a study by Mattila and colleagues (2010) the
comorbid disorders were forty-four percent behavioral disorders and forty-two percent anxiety
disorders.
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Problems in School
Introduction
Research on the troubles of children with AS in school has resulted in three major areas
of impairment. First, social impairments in making friends and socializing during lunch and
other breaks; Second, troubles with the English and Language curriculums; Third, stress related
issues from peers, not having anyone to talk too, and a low teacher involvement and
awareness. Social problems are characteristic of AS and it manifests itself as a major problem in
school environments. These problems that children face in school can have many different
outcomes, including expulsion from the school, home-schooling, or children refusing to attend
school. Barnard, Harvey, Potter and Prior (2001) reported that children with AS are twenty
times more likely to be excluded from school compared to their peers.

Social Impairments
The social impairments in school can be found in the classroom, during recess, and
during break times throughout the school day. The students with AS rated lunch time as the
worst time during the day (Connors, 2000). They disliked the free time in which they had no
ritual or duty to complete. They were quoted as saying that kids would pick on them for being
different at this time and they would try to busy themselves with homework. Furthermore, in
the classrooms, the children reported that they preferred to work by themselves or in groups of
2 people maximum. The children also reported having problems making friends, and the one or
two friends they had were either teachers, or someone they knew from a very early age until
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present day (Connors, 2000). All sixteen of the children in Connors study mentioned the fact
that they are picked on for being different, and even a few of the children stated that they did
not understand why they were different. The concept of Theory of Mind has been proposed to
explain the problems with social situations that the children face. A study found that children
with AS could only see their point of view and were not able to understand that people can
have differing perspectives (Sally, 2004).

Trouble with Academia
As stated earlier, a majority of the children with AS have average or above average
intelligence giving them the label of high-functioning autism with many doctors. The problems
with academia in school curriculums are usually caused by the children’s non-academic
disabilities. These issues are not usually addressed by college level special student services, and
therefore the majority of children in college fail out (Dillon, 2007). In a qualitative study by
Connor (2000), when asked the questions on what subjects do they like the best, and which
subjects do they like the least, children with AS tended to dislike any subject that included class
discussions, lots of reading, or excessive writing. Therefore, subjects that included English,
Reading, or Writing were the least favored. Subjects like Math, Art and Sciences were favored
because the children favored practical and factual curriculums. The children were quoted as
saying they disliked tasks in which they had to participate in groups. Furthermore, they
preferred to work with computers because they lacked emotion and were very patient with
their misunderstandings (Connor, 2000).
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Harbinson and Alexander (2009) detailed the major problems with academia as caused
by an impairment in the children’s imagination. Children with AS usually have proficient verbal
skills but they have difficulty responding to inferential questions (Falk-Ross et al., 2004). In any
type of literature or writing class, when a child with AS has to write a fiction story, they will
tend to become factual with their experiences and the writing will be simplistic. People with AS
usually have a different learning style and they use their intellect rather than emotional ability
to guide their coursework (Jordan & Powell, 1995).
Problems in School: Stress & Educator Involvement
A major stressor that Cohen (1998) found for children with AS whom are attending
school is the anxiety about an unpredictable world and environment. Children with AS need to
have a very structured routine and daily schedule (Connor, 2000). When teachers, who are
unaware of this need, change their daily activities, or move around scheduled assignments, the
child with AS may become very frustrated. These children that become frustrated may show
anger towards those who may seek to interrupt the established routine and rituals (Willey,
1999). Another major form of stress for children with AS was discovered to be the problems
with bullying and the lack of involvement from the teachers and other school employees
(Carrington and Graham, 2001). Children reported that when they were having difficulties, the
best person for them to tell would be a teacher whom they are friends with. Special needs
coordinators identified the difficulty of ensuring that all staff are aware of the varying aspects
of AS and their willingness to modify their demands as a major problem in the school systems
(Connor, 2000). LaMarine (2001) found that many children have very lengthy and unusual
rituals that cause them to be late for class and other activities. Teachers who punish the
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children for these problems only cause more stress for the child, which can lead to outbursts
and other problems. If the teachers and other school staff are not aware of the special needs of
a child with AS, this will cause a great amount of stress and frustration for the child in question.
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Treatments
Without any interventions, especially in the social skills area, children with AS can
develop despondence, negativism, and depression as they grow older and become more aware
of their social impairments (Klin et al., 2000). Seventy-eight percent of parents with children
who have AS rated social skills training as the most important intervention for their child’s wellbeing (Little, 2003). Gresham (1988) wrote that there are four reasons for social skill
impairments: skill deficits, performance deficits, self-control skill deficits and self-control
performance deficits. Skill deficits are when the child does not know the appropriate skills, or
they do not perform the skills with an appropriate frequency or intensity (performance deficit).
Self-control deficits require the child to know the skills, but they do not perform these skills at
acceptable levels because of problems before or after the skills (Gresham, 1988). Children with
AS can have either deficits where they know the skill, but do not know how to use it or use it
inappropriately, or they do not have the skills at all.
Marriage, Gordon, and Brand (1995) used a short-term social skills group that taught the
children through role-playing, video-taping experiences, viewing movies and playing games. The
participants showed a raise in self-confidence and social skill acquisition. Howlin and Yates
(1999) also evaluated the effectiveness of a social skills group. The adults in this study also had
an increase in skill acquisition. However, the researchers found that the adults then had a
problem with contextual changes and generalization. Hwang and Hughes (2000) found that
social skills training resulted in immediate gains in social and affective behaviors, verbal
communication, and eye contact. Gustein and Whitney (2002) found that these behaviors were
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not maintained, and they were also not generalizable to other situations. The following are two
strategies that have been used to try to improve the social skills of children with AS.
Social Stories
Social stories are brief, individualized short stories that describe different social
situations, and they provide specific behavioral responses that guide children with AS on how to
behave in different social situations. The evidence for social story interventions for children
with AS is very small. A study by Sansosti and Powell-Smith (2006) used social story
interventions on an individual basis for three children with AS. The researchers found that for
two children, there was an increase in social behavior during unstructured school times.
However, the third child did not improve, and the two other children were not monitored to
see if the behaviors maintained overtime. These results support the initial use of social stories
to improve social skills.
Social stories have been found to improve positive social interactions during lunch time
(Norris & Dattilo, 1999), decrease disruptive classroom behaviors (Scattone, Wilczyski, Edwards
& Rabian, 2002), reducing tantrum behaviors (Kuttler, Myles, & Carlson, 1998) and properly
teach children with AS how to greet people and share toys (Swaggart, et al., 1995). However,
these studies had small samples and the results have not been replicated to date. The results
are very limited, but are very promising, and future research will reveal the true efficacy of
using social stories to help children with AS improve their social skills.
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Social-Behavioral Learning Strategy
One social-behavioral learning strategy, referred to as SODA, teaches children with AS to
stop, observe, deliberate, and act. This strategy was used in two different studies by Bock
(2007(a); 2007(b)). The first study (2007(a)) focused on a single middle school student with AS.
Bock found that the child increased time playing cooperatively with other children, time spent
playing board games, and amount of visitors during lunch periods. Furthermore, the child was
also checked on two months later and found that the effects had lasted, and the child could
remember the SODA rules. These results were replicated with the second study (2007(b)) which
followed four elementary age children before and after the SODA intervention.
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Conclusion
Asperger Syndrome is a form of high-functioning autism that is going to be included as
an autism spectrum disorder in the newest DSM. Autism diagnoses have been on the rise for
the past few years, prompting many different causal explanations. As the research goes, there
is a genetic aspect to autism, but there is no biological test to give a clear diagnosis. Children
with AS share many characteristics with the diagnosis of autism with one major difference
being no intellectual impairment. Children with AS tend to have an average or greater IQ.
AS is a neurological disorder that causes an impairment in social skills, communication,
and a restricted and repetitive range of behaviors. The social skill deficits cause many problems
for the children with AS. They seem to be slightly off to the unknowing onlooker, and they are
often bullied in school for being different. The characteristic of each child’s diagnosis is varied.
Many children have an obsession with a certain topic and will talk about the topic in a factual
monologue, without knowing if their listener is interested. Children with AS also have a higher
risk of inactivity, suicide ideation and anxiety than their peers. These cause problems with
making, and maintaining friends. Furthermore, children with AS have trouble with language and
reading classes in school because they lack imagination. Classes that require making inferences,
group projects, or imaginative thinking are more difficult for children with AS.
Interventions for AS have only recently been investigated, with social skill treatments
being among the most investigated. While the amount of research into these treatments are
small, the outlook is promising. Many social skill treatments do have short-term results with a
few that do have results that maintain past the end of the treatment. Improving the social skills
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of children with AS also improves the confidence the children have in themselves. While AS is a
life-long neurological disorder, effective early intervention can lead to independence and a
sense of normalcy for any adult.
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